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A b s t r ac t
The oral potentially malignant disorders (PMDs) is a term used to describe the risk of malignancy being present in an oral lesion or condition
either during the time of initial diagnosis or at a future date as per the World Health Organization (WHO). The prevalence of PMDs is reported
to be 1–5% among the global population. The most common oral PMDs are leukoplakia, oral lichen planus (OLP), and oral submucous fibrosis
(OSMF). The coexistence of all there PMDs is a rare presentation. Literature search showed a dearth of case report with all three PMDs. This is a
case report of a patient with all three PMDs manifesting in his oral cavity.
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I n t r o d u c t i o n
A precancerous lesion (PCL) is a morphologically altered tissue
wherein the likeliness of cancer occurrence s higher as opposed
to its normal counterpart, whereas a precancerous condition (PCC)
is a generalized state related with a considerably augmented risk
of cancer. These terms PCL and PCC are replaced with “potentially
malignant disorders” (PMDs) by the World Health Organization
(WHO), which correspond to the risk of malignancy being present in
a PCL/PCC either during the time of initial diagnosis or in the future.1
Oral lichen planus (OLP) is an autoimmune chronic inflammatory
disorder of the skin and mucous membrane occurring in about 2% of
the population.2 The term lichen planus (LP) was coined by Erasmus
Wilson in 1869. Later, in 1895, Wickham described the characteristic
white striae that develop along with flat-surfaced papules.3 Classical
LP-based lesions in 6 forms (6P), i.e., polygonal, purplish papules,
pruritic, and plaques forms. The WHO classified OLP as a potential
premalignant lesion4 indicating its potentiality to convert into
squamous cell carcinoma5 with malignant transformation (MT) of
0–3.5%.6 Women have a higher predisposition to OLP with a ratio
of 2:1 and the condition is seen at the peak age of 30–60 years The
unique etiology contributing to OLP is stress/anxiety, which can be
causative/trigger factors in this disease. Literature suggests that the
oral cavity alone is involved in one-third of the cases while both oral
and cutaneous involvements are noticed in another one-third of
cases. The common sites of OLP occurrence are the buccal mucosa,
dorsum of the tongue, and gingiva (less frequently). The malignant
potential is higher in atrophic/erosive OLP and when noted on the
ventrum of the tongue. The site of OLP, undergoing MT is tongue
as opposed to other sites.
Oral submucous fibrosis (OSMF) was presented by Schwartz
(1952), which is a chronic PMD showing juxtaepithelial fibrosis of
the oral mucosa. The change in lamina propria, epithelial atrophy
along with juxtaepithelial inflammatory reaction leads to clinically
noted stiffness of oral mucosa, trismus, and an inability to masticate.
Oral submucous fibrosis is commonly noticed in Asians/Indians
occurring in the second and third decade of life.7 It is reported to
have an MT of 7–30%.7 The prime etiology which is reported with
strong association OSMF is habit of areca nut.8
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The OSMF and OLP are two frequently reported PMDs with
immunological pathogenesis making them similar apart from the
occurrence of oral cancer.9
Leukoplakia is a “white patch or plaque that cannot be
characterized clinically or pathologically as any other disease except
for its association with the use of tobacco”. In the year 1997, the WHO
defined and van der Waal et al. modified the definition overtime.
The current acceptable definition is “A predominantly white lesion/
plaque of questionable behavior having excluded, clinically and
histopathologically, any other definable white disease or disorder”.
The leukoplakia is either homogeneous/non-homogeneous or
speckled. The speckled leukoplakia (SL) is known to have white and
red components and has the highest malignant potential among
the types of leukoplakia.
We are reporting a case of the above-mentioned PMDs in the
oral cavity of a patient.

C a s e D e s c r i p t i o n
A 65-year-old male patient reports to the department with a chief
complaint of pain and burning sensation involving the entire mouth
for 15 days, he also gives a history of difficulty in swallowing, and
the pain is insidious in onset dull and continuous in nature. There
were no aggravating and relieving factors. The patient gives a
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history of being diagnosed with OLP in government medical
college and was treated with topical (kenocart) and with systemic
(cyclosporine) to which the patient was refractory. The patient’s
past dental history revealed he underwent dental extraction a year
ago. On evaluating the personal history patient was habituated
toward chewing tobacco for 1 year with a frequency of 5–6 times
per day chews for about 15 minutes and spit it out; however, he
gives a history of quitting the habit for 2 months. On examining the
patient’s oral cavity presented with a single non-scrapable grayishwhite patch which was raised from the surface giving a crack mud
appearance with areas of erythema on the right lateral border of
tongue measuring 4 × 2 cm (Figs 1 to 3). The patch was non-tender
and leathery in consistency. On examining the buccal mucosa it
revealed a grayish-white non-scrapable patch with interspersed
areas of erythema and thin fine radiating striae extending from the
periphery of the lesion being evident at the level of occulusal plane
bilaterally. On palpating the patch, it was non-tender and raised
from the surface. On further examination of the buccal mucosa,
there were palpable fibrotic vertical bands running from upper
vestibule to the lower vestibule bilaterally. The uvula was short and
was bud shaped. However, mouth opening and tongue protrusion
were within normal limits. Based on clinical findings, a provisional
diagnosis of OLP, OSMF, and SL was proposed.

Fig. 1: 1st month follow-up

The patient was advised for a routine hematological
investigation which was reported to be within normal range. The
initial phase of treatment was managed with topical kenocart and
intralesional steroids 1,500 IU of hyaluronidase with dexamethasone
4 mg with 2% lidocaine hydrochloride. However, the patient had
relief in the burning sensation but the leukoplakic lesions on the
tongue were intensifying in their expression, subsequently, the
patient has treated with isotretinoin 10 mg for 6 weeks after which
the tongue lesion regressed.

D i s c u s s i o n
The coexistence of PMDs is rare in presentation. This is a case
report of multiple PMDs in a patient for which the rate of MT is
considered high.
The OSMF among the PMDs has a cycle of abnormal collagen
deposition associated with an MT rate between 1.5% and 15%.10
Previous reports stated that chewing betel nut is a significant risk
factor for OSMF.11 Around 74% of the betel quid chewers are also
tobacco smokers (86%) or alcohol drinkers, which adds on to OSMF
aggression.12,13 In this case, the patient had a clear habit of betel nut
chewing with tobacco and alcohol consumption, a history which
would have caused the addiction and increase the risk of MT.
The erosive OLP is often surrounded by fine radiant keratinized
striae with a network appearance occurring at age of 60 years,14
which was in accordance with our case. The OLP lesions are
persistent than the skin lesions and carry a risk of MT of 0–12.5%.15
Leukoplakia is reported to have an MT from 0% to about 20%
in 1–30 years.16 The WHO coined “speckled leukoplakia” (SL) which
has the highest malignant potential among the various types of
leukoplakia.17
Pavan et al. 2018 reported the sites (tongue or floor of the
mouth) and age (older groups) are predictive indicators for MT.
The nonhomogeneous lesions >200 mm in size, occurring in nonsmokers, when age is over 60 years with high grade of dysplastic
changes correlate with an increased risk of MT.18 These are in line
with our case presentation, which predicts the risk of MT.
There are various possibilities in managing OLP among which
non-surgical interventions like vitamin A and retinoids are useful.
The Cochrane review suggests that vitamin A and beta carotene
may completely resolve the oral lesion and the retinoic acid may
prevent histological worsening.

Figs 2A to C: (A) Leukoplakia lesion on the right lateral border of tongue; (B) Right buccal mucosa; (C) Left buccal mucosa
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Fig. 3: Posttreatment photograph

This patient was managed using topical corticosteroid
considering the effectiveness to be 6.68 on a scale of 1–10 by
Pinas et al.19 in a national survey; however, there was no significant
improvement with this management modality and the patient
continued to present with lesions. After the observation, the patient
was managed with isotretinoin which resulted in the significant
improvement of symptoms. The treatment modality was adopted
from A Cochrane review which suggested vitamin A and beta
carotene were effective in managing cases refractory to topical
corticosteroids.20

C o n c lu s i o n
It is beyond doubt that multiple PMDs were evident in this case
which posed a great challenge toward formulating an effective
treatment plan. The preferred management modality of using
steroids in both topical and intralesional forms presented with
partial success, however, oral administration of Isotretinoin
was effective in managing the signs and symptoms in this case
subsequently the patient was followed up for a lesion free period
of 6 months.

10.
11.
12.

13.
14.
15.
16.
17.

References
1. Warnakulasuriya S, Johnson Newell W, Van Der Waal I. Nomenclature
and classification of potentially malignant disorders of the oral
mucosa: potentially malignant disorders. J Oral Pathol Med
2007;36(10):575–580. DOI: 10.1111/j.1600-0714.2007.00582.x.
2. Balraj L, Nagaraj T, Nigam H, Tagore S. Erosive lichen planus: a case
report. Nagaraj T, ed. J Med, Radiol, Pathol Surg 2017;4(1):11–14.
3. Khandelwal V, Nayak PA, Nayak UA, Gupta A. Oral lichen planus in
a young Indian child. Case reports. 2013;2013:bcr2013010516. DOI:
10.1136/bcr-2013-010516.
4. Van der Meij EH, van der Waal I. Lack of clinicopathologic correlation
in the diagnosis of oral lichen planus based on the presently available

28

Journal of Scientific Dentistry, Volume 11 Issue 1 (January–June 2021)

18.
19.

20.

diagnostic criteria and suggestions for modifications. J Oral Pathol
Med 2003;32(9):507–512. DOI: 10.1034/j.1600-0714.2003.00125.x.
Shen ZY, Liu W, Zhu LK. A retrospective clinicopathological study
on oral lichen planus and malignant transformation: analysis of
518 cases. Med Oral Patol Oral Cir Bucal 2012;17(6):e943–e947. DOI:
10.4317/medoral.17778.
Fitzpatrick SG, Hirsch SA, Gordon SC. The malignant transformation
of oral lichen planus and oral lichenoid lesions: a systematic review.
J Am Dent Assoc 2014;145(1):45–56. DOI: 10.14219/jada.2013.10.
Arakeri G, Brennan PA. Oral submucous fibrosis: an overview
of the aetiology, pathogenesis, classification, and principles of
management. Br J Oral Maxillofac Surg 2013;51(7):587–593. DOI:
10.1016/j.bjoms.2012.08.014.
Ranganathan K, Devi MU, Joshua E, Kirankumar K, Saraswathi TR.
Oral submucous fibrosis: a case-control study in Chennai, South
India. J Oral Pathol Med 2004;33(5):274–277. DOI: 10.1111/j.09042512.2004.00116.x.
Divya VC, Sathasivasubramanian S. Estimation of serum and salivary
immunoglobulin G and immunoglobulin A in oral pre-cancer: a study
in oral submucous fi brosis and oral lichen planus. J Nat Sc Biol Med
2014;5(1):90–94. DOI: 10.4103/0976-9668.127294.
Shih YH, Wang TH, Shieh TM, Tseng YH. Oral submucous fibrosis: a
review on etiopathogenesis, diagnosis, and therapy. Int J Mol Sci
2019;20(12):2940. DOI: 10.3390/ijms20122940.
Tilakaratne WM, Klinikowski MF, Saku T, Peters TJ, Warnakulasuriya S.
Oral submucous fibrosis: review on aetiology and pathogenesis. Oral
Oncol 2006;42(6):561–568. DOI: 10.1016/j.oraloncology.2005.08.005.
Liu B, Shen M, Xiong J, Yuan Y, Wu X, Gao X, et al. Synergistic effects of
betel quid chewing, tobacco use (in the form of cigarette smoking),
and alcohol consumption on the risk of malignant transformation
of oral submucous fibrosis (OSF): a case-control study in Hunan
Province, China. Oral Surg Oral Med Oral Pathol Oral Radiol
2015;120(3):337–345. DOI: 10.1016/j.oooo.2015.04.013.
Haider SM, Merchant AT, Fikree FF, Rahbar MH. Clinical and functional
staging of oral submucous fibrosis. Br J Oral Maxillofac Surg
2000;38(1):12–15. DOI: 10.1054/bjom.1999.0062.
Gupta S, Jawanda MK. Oral lichen planus: an update on etiology,
pathogenesis, clinical presentation, diagnosis and management.
Indian J Dermatol 2015;60(3):222–229. DOI: 10.4103/0019-5154.156315.
Gonzalez-Moles MA, Scully C, Gil-Montoya JA. Oral lichen planus:
controversies surrounding malignant transformation. Oral Dis
2008;14(3):229–243. DOI: 10.1111/j.1601-0825.2008.01441.x.
Silverman S, Gorsky M, Lozada F. Oral leukoplakia and malignant
transformation. Cancer 1984;53(3):563–568. DOI: 10.1002/10970142(19840201)53:33.0.co;2-f.
Nair SN, Holla V, Kini R, Rao PK. Bilateral speckled leukoplakia:
a case report. Austin J Dent 2017;4(1):1062. DOI: 10.26420/
austinjdent.2017.1062.
Palla S, Rangdhol V, Jeelani S, Vandana S. Determinants of malignant
transformation of oral potentially malignant disorders” - covering the
gaps. J Sci Dent 2015;5:1–17.
Pinas L, Garcia-Garcia A, Perez-Sayans M, Suarez-Fernandez R,
Alkhraisat MH, Anitua E. The use of topical corticosteroides in
the treatment of oral lichen planus in Spain: a national survey.
Med Oral Patol Oral Cir Bucal 2017;22(3):e264–e269. DOI: 10.4317/
medoral.21435.
Lodi G, Sardella A, Bez C, Demarosi F, Carrassi A. Interventions
for treating oral leukoplakia. In: The Cochrane Collaboration, ed.
Cochrane Database Syst Rev 2004. 1.

